There is a growing concern that all is not well with undergraduate medical education. Indeed, representatives of 67 countries at the world conference on medical education in 1988 were in little doubt that medical education is in a poor state.' Furthermore, one medical dean has referred to a crisis in undergraduate education,2 and some of the shortcomings of medical education have been referred to as scandals.3 and again in 1988 the General Medical Council (GMC) education committee reported that British medical schools were having difficulty in achieving their educational objectives.4 (The claim that medical schools actually had educational objectives came as a considerable surprise to many working within them.) The GMC blamed reductions in funding of the university system and the financial constraints on the NHS. Loss of academic staff between 1981 and 1987 was equivalent to the closure of two medical schools.
I believe that the responsibility for this unhappy state of affairs resides within the medical schools. Although a squeeze on resources has not helped, it has not been the critical factor. I do not believe that improvements in student selection procedures would have a major impact. There is no denying, however, the striking difference between the bright, interesting 18 year olds seen at interview and the weary, disillusioned, unquestioning absorbers of information seen during the clinical years.
The most influential factor in this change must be medical school. Undergraduate teaching is uneven in quality, variable in commitment, and lacking in coordinated objectives. Perceived importance of teaching Unfortunately, some medical schools are less than fully committed to teaching. When one American medical school asked its staff to list the school's needs in descending order of priority, the first mention of anything to do with the education of medical students occupied 16th place.8 A major difficulty, therefore, is that students' education is controlled by those whose principal interests lie in areas such as patient care or research rather than in teaching. Medical schools need to be reminded that they are the only institutions with the responsibility of preparing medical students to become doctors; it is a task they must take more seriously.
Even those who are committed to teaching are subverted by the disproportionate importance placed on productivity in research. This is often measured by the number rather than the quality of research publications a department can list. A review of high quality scientific journals has indicated, however, that 55% of publications are never cited and a further 25% are cited only once.9 Another obstacle to overcome is the shibboleth that to be a good teacher you must first be active and productive in research.' In fact there is much anecdotal support for the opposite view, although it is possible to be good at both research and teaching.
Although a medical school needs to show excellence in both teaching and research, it doesn't necessarily mean that all academic members of staff need to do both. Surely there is room for differential development and attainment-the so called twin track approach.8 Some could teach more and publish less, and vice versa. The essential difference is that all would be equally valued, and rewarded, providing that appropriate standards were met. If this approach were adopted medical academics would be encouraged to prepare themselves for teaching and those principally occupied in research could concentrate more on quality.
Despite several studies showing the ineffectiveness of clinical teaching little has been done to improve matters.'0 The medical profession often affirms that teaching is an art and cannot be taught. A medical educationalist, in disagreeing with that view, pointed out that "the root of the problem is not that teaching cannot be taught, but rather that it is not."" If medical academic staff are to be involved in teaching they have an obligation to become educators, not just experts in content. This is likely to be a contentious issue as, according to Simon P Capen in 1938, "The question of the preparation of college teachers is highly explosive. Toss it into any academic gathering and the air is instantly filled with the shattered fragments of human dignity, and with cries of triumph and despair."'0 It seems that little has changed in the past 50 years.
Some consequences of neglect of teaching Sadly, many of those responsible for teaching medical students are unaware of the true purpose of undergraduate education. This was clearly set out by the royal commission on medical education in 1968, which stated that the undergraduate course in medicine should be mainly educational and that its objective was not to produce a fully qualified doctor, but to produce an educated person who becomes qualified in the course of postgraduate training.'2 Too many medical teachers are still trying to produce "the safe GP." They persist in the impossible task of trying to provide students with a body of knowledge sufficient to sustain them throughout their professional lifetime. This leads to overcrowding of the curriculum, with the emphasis on instruction to the detriment of learning, particularly self learning. There needs to be less formal and timetabled teaching to encourage the development of self learning. Fortunately there are already whispers BMJ VOLUME 303 6 JULY 1991 that the long awaited GMC guidelines will recommend a much trimmed core course with options. 6 Another consequence is that too much attention is paid to instilling and testing recall of factual information.'3 " As an American professor has observed: "We are in danger of floating off into society the human equivalents of floppy disks" (R Raekel, personal communication). This is a good analogy because many of our graduates possess voluminous knowledge which they cannot bring to bear unless precisely triggered. Many students have great difficulties in trying to apply their knowledge to a real life problem-for example, every student knows that thiazide diuretics can cause gout, but many will not make the connection when faced with a patient presenting with a painful, inflamed joint and who happens to be taking a thiazide diuretic. This happens because learning too often takes precedence over reasoning '5: 
Hospital versus community based teaching
Traditionally, the teaching hospital has been the dominant teaching and learning environment for basic medical education. No one would dispute that the teaching hospital has had and still has much to offer student doctors. A hospital is probably the best environment for introducing students to inductive history taking and comprehensive physical examination. Students can be given multiple opportunities, especially in the wards, to memorise the range of questions which patients may need to be asked and to develop skills in eliciting abnormal physical signs (later, hopefully, they will become more selective in both history taking and physical examination). They can also learn how to recognise and manage serious and acute medical conditions, and management will often entail using high technology equipment.
On the other hand, the longstanding imbalance between hospital based and community based teaching and learning has some negative consequences. For example, students have been exposed to highly selected patient populations with the rarest and most serious diseases or at best atypical examples or presentations of the commoner ones. This creates a misleading picture of the real nature and extent of society's medical and health problems.
Hospital based teaching has also tended to concentrate on biological factors. Students are faced with "the notion of the body as a machine, of disease as a consequence of breakdown of the machine, and the doctor's task as repairer of the machine."" This is a very restricted view because much scientifically credible evidence transcends the biomedical model, casting doubts on the adequacy of the model to explain a wide variety of phenomena associated with health and disease.' Students need to be exposed more to models of care and to teaching which appropriately integrate the physical, social, and psychological aspects of clinical practice.
The traditional drawbacks of hospitals as the predominant bases for undergraduate teaching have been compounded by recent changes in the pattern of health care provision. Increased throughput of patients combined with shorter patient stays and superspecialisation have all adversely affected the ability of hospitals to provide a suitable context for basic medical education. It is therefore becoming increasingly difficult for students to acquire and develop certain skills within the modern teaching hospital. For example, as most patients now reach the wards, and to a lesser extent the outpatient departments, with their condition having already been diagnosed by their general practitioner or through a routine work up, students are denied sufficient practice in diagnostic reasoning. Furthermore, there has been a shift of emphasis towards more primary and community care. Indeed, many observers believe that the modern general practitioner is increasingly occupying the clinical role traditionally occupied by the hospital general physician.
All these factors argue for a much greater emphasis on community based teaching. The steering group on medical and dental education recently wholeheartedly supported the GMC's recommendations on basic medical education in 1980 that medical students should develop an understanding of health and illness in the community and of primary health care. '9 This points to an enhanced role for general practice.
General practice and undergraduate medical education
In 1984 the potential contribution ofgeneral practice to undergraduate medical education was examined with special reference to the GMC's recommendations of 1980. The subsequent report stated that 16 of the 20 recommendations could not be achieved at any reasonable level by students without using the educational resources of general practice20; the report thus highlighted the central relevance of general practice to basic medical education. A later study provided detailed information on the ways in which academic general practice prepares itself for teaching and disclosed the core content and thrust of teaching in general practice. 2' Undergraduate teaching was seen as the highest priority activity by virtually all academic departments of general practice. Almost all departments produce detailed aims and objectives and provide course There's not much scope for practisin.g diagnostic reasoning if this patient's condition has already been diagnosed by his GP to self education, reflection, and conceptual and critical thinking-attributes encouraged by the GMC.5
In addition to the more traditional content ofgeneral practice teaching-namely, community morbidity, long term and continuing care, and the effects of social and psychological factors in illness and disease-most departments seek to develop students' clinical problem solving skills. Indeed, general practice is an ideal setting in which to develop skills, as patients commonly present early with undifferentiated problems and students can make few diagnostic assumptions. Also, most patients' problems are diagnosed and managed entirely within general practice, without recourse to laboratory investigation or hospital referral. This provides students with repeated opportunities to integrate and apply knowledge and skills learnt from the basic, behavioural, and clinical sciences in a discriminating way.
The notion of "entitlement"
Even if it were possible to eradicate all the shortcomings of the medical curriculum and medical teachers it would still be necessary to overcome the problem of "entitlement," with which a growing minority of medical students is becoming afflicted. "Entitlement" has been described as "a sense of being entitled to attention, caretaking, love, success, income without having to give anything in return."22 Some British students show three of the five salient characteristics of "entitlement." The first is that they believe that it is a student's right to acquire knowledge with minimal exertion-for example, they may demand to be given just the facts or told which pages to read so that they don't read too much. The second is that they think that learning problems are due to inadequacies in anything and anyone other than their own shortcomings-for example, it is their teacher's fault, the fault of the course, etc. The third, and perhaps most distressing, characteristic of "entitlement" is the aggressive response to any feelings of discomfort-for example, if a cherished view is challenged or a limited capacity for critical thinking exposed the student's response too often is to cause a hostile and disrespectful confrontation rather than reflection and participation in a reasoned interchange of views.
The best way of dealing with this phenomenon may be to confront "entitled" behaviour and discuss it openly, rather than sullenly ignore it or respond with an equally "entitled" counter attack. 22 Otherwise, there is a danger that entitled students will become "entitled" doctors to the detriment of good patient care.
Conclusions
Undergraduate medical education is in difficulties, although I would not go so far as to say that it is in crisis. Most graduates become competent doctors, but often despite their undergraduate experiences rather than because of them. The need for postgraduate remedial teaching would be greatly reduced if undergraduate curricula were geared to meet the needs of society and to prepare doctors to cope adequately with the rapid changes in medical practice that they will inevitably encounter in their professional lives. Consequently, much more attention needs to be given to the development in students of cognitive skills and self learning techniques. Furthermore, medical schools need to display greater professionalism in their approach to teaching. Finally, many of the current problems of undergraduate education could be solved, or ai least substantially reduced, by correcting the current imbalance between hospital based and community based teaching and learning. Student doctors and their future patients would greatly benefit from the students being exposed to the most appropriate elements of the modern teaching hospital complemented by the full involvement of academic general practice.
